MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DO NOT WRITE
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FILED, JAN.2:%.196

Bﬁ%_}‘nmary Regmraﬂon District No. -

201

e —— Registrar's No.

—63-004886

STATE FILE NUMBER
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Ve 7¢

1. PI.ACE OF DEATH
‘8. COUNTY. Tex -

‘2. USUAL RESIDENCE (Where deceasad lived.

Mo.

a. STATE

if institution: Residence before
b. COUNTY T exas

-d_m_iuion)_

b. CcI)'I;( H{IF outside corporate limits, give-TOWNSHIP only}
TOWN  Morris twp.

Length of stay in 1b

2 months

c. CIFY
OR
TOWN

Cabool

knside’Limits
Yei J No O

€. FULL NAME OF {1 NOT In’ howpital; give Iocahon)

' Inside Limits

Yés [ No [F

-d.  STREET
ADDRESS

(If cutside, give location)

Reside an Farm

Yes [1° Noi™®

DATE AMENDED

HOSPITA!
INSTITUTION 7%_ Mi. NE Cebool

3. NAME OF DECEASED
(Type or pring)

21690

Last

Bennett
7. Married [0 Never Married [] |8. DATE OF BIRTH

Widowad [ Divorced [] 9/28/1904

10b. KIND.OF BUSINESS OR INDUSTRY| 11. SII!THPLACE {City and state or. country),
Chest

First
Goldie
6. COLOR OR RACE
femele white
"10a. USUAL OCCUPATION (Give kind of work dona
during most of working life, even If retired)
cefe employes:
13a. FATHER'S NAME
Rinold Orth

J5. WAS DECEASED EVER: IN U.5: ARMED FORCES?———
(Yes, no; of unknewn)] (1 y yes, give war. or. dates ol

Middle

Arme

4. DATE' Month®

OF
DEAT  1/312 /1963
9. AGE {last birthday) | If UNDER 1 YEAR
Months | Days

Day Year

IF UNDER 24 HR
Hours Min.

5. SEX

12, CITIZEN OF WHAT COUNTRY

13b.'MOTHER'S MAIDEN NAME

Mery -

14, NAME OF F USPAND"OR-WIFE’
Roy Bennett (dec.)
Address

-y e W, S

‘NO. ['17. INFORMANT
18. CAUSE OF DEATH {Entar only one cause.

RT I:" DEATH WAS CAUSED BY:

2 T..l“ A
IMMEDIATE CAUSE (e} A dguncg’r [4] _h (1. X

DUE 10.(),

g

Ll T

[ INTERVAL BETWEEN
ONSET AND DEATH

mos

o ¥ Pa.ae."}ma -

DOCUMENT

Condniom. if any,
which gave rise to | .
sbove cause ),
stating the wi

fying * cauie luﬂ DUE YO {c)

“PART-II. OTHER SIGNIFICANT: CONDITIONS CONTRIBUTING .TO:DEATH but not -related to?the terminsi:
disease condition given in PARY-I {4)

PART; I If deceased was femsle way
thera 2 pregnancy in last 90:days,

[OYe | 208 | O Unknown
20b. DESCRIBE HOW INJURY OCCURRED. [Enter nsture of injury in PART 1.or. PART.1I of item 18.)

'19.“ WAS AUTOPSY 1205, ACCIDENT SUICIDE _ HOMICIDE.
-

" 20c. TIME OF :Month. Day, Year:
INJURY .

P A [l

Hou
a.m. .
p.m. . ‘,_-‘ :

20d {NJURY OCCURRED - 20e. PLACE’ OF INJURY. (8.g., in:or nbou! home,
WHILE: AT WORK farm, factory, itréet, office bldg., etc.)’

NOT WHILE AT wcoluwg
21.. 1 atténded thé.deceasad from ock L, 1NLT q_-l_Q__L,JjLZ_.nd last saw S2T ative un_alnn_’ 19¢3

. 12 ] 15 Pm on the date na?ad abaw.n and to the best of my knowledge, from the . causes: stated.
"22b.  ADDRESS

(De Tea:or llle)
0~. v o L 11~ SICEE ool, Mo, . .,

TION, 23b. DATE 23: NAME JOF CEMETERY OR CREMATORY *23d. LOCATION.[City, town, ‘or county)

) . T T B Tt (IRW H e . .
c EbOOLr!_Mi_SE_QHIl
Zﬁ MEGISTRAR'S SIGNATURE -
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COUNTY

MEDICAL CERT IFICATIOi‘d

26, CTIY, TOWN,.OR LOCATION-

22c. DATE SIGNED
2

(State}

et

™

“USE 'BLACK: INK

TYPEWRITER RIBBON

[ SHOULD READ

‘23, 1AL, CRE
OVAL (§)

_Cabool Gemetery :
-24 FUNERAL DIRECTOR '25. DATE,RECD. B‘I’ LOCAL REG.

Elliott-Gentry Funersl Home, Gsbool, Mo /-f- &

f {Licensed Embalmer’s Statement on Reverse Side)'

ADDRESS

ITEM -NO.

“BY AFHDAVIT,OF

L'




961§ Ny

STATEMENT BY LICENSED EMBALMER

l"hérebQ certify that the body whose ﬁame is recorded on tih,e'rgverse‘side of this. certificate was embalmed by me,

‘or by ' Student Embalmer No.
working undér my personal supervision.

Student.

- Signatire of Student' Embalmer .

T, |
Licensed Embaimer No./_It;ZL
- P.O. AddresL@;&ﬁ&gﬂ_

Note: The above MUST.BE SIGNED BY THE LICENSED. EMBALMER-in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for reveocation of license).
. If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
“*If-this body is not embalmed, fact should be so stated above.
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